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Dear  Colleague, 


Preface 


On  May  24-25,  1993,  the  Native  American  Women’s  Health  Education 
Resource  Center  convened  the  Dakota  Roundtable  to  bring  Native  people 
together  that  represented  all  facets  of  the  community  to  address  the  problems 
that  face  our  children. 

Health  care  professionals,  State  officials,  Federal  officials,  Tribal  work¬ 
ers,  and  community  activists  alike  will  be  able  to  use  this  report  to  assist  them  in 
their  efforts  in  working  to  improve  the  status  of  our  children. 

In  as  much  as  this  report  reflects  the  efforts  of  community  participants  of 
the  Aberdeen  area  (North  Dakota,  South  Dakota,  Iowa  and  Nebraska),  it  could 
also  be  used  as  a  model  for  other  areas. 

The  following  are  points  that  may  assist  us  in  reaching  our  goals: 

•  Recognize  the  need  to  broaden  the  definition  of  community  leadership  beyond 
Federal,  State  and  Tribal  officials; 

•  Provide  forums  for  the  community  to  come  together  in  order  to  have  a  collective 
voice  in  defining  our  health  issues; 

•  Work  to  develop  partnerships  to  strengthen  community  health  services; 

•  Welcome  the  development  of  Community  Based  Organizations  as  contributing 
members  of  communities; 

•  Encourage  communities  to  re-examine  the  definition  of  health  and  to  broaden  it; 

•  Consider  the  status  of  children  in  all  stages  of  development  when  developing 
programs; 

•  Include  “grass  roots”  people  in  the  process  of  defining  the  community’s  health 
issues  and  ways  to  solve  them;  and 

•  Broaden  the  definition  of  “youth”  to  include  young  people  up  to  the  age  of  21. 

The  Native  American  Women’s  Health  Education  Resource  Center 
would  like  to  thank  all  of  the  participants  of  the  Dakota  Roundtable  for  making  it 
a  successful  community  collaborative.  The  Dakota  Roundtable  was  a  powerful 
step  in  the  development  of  community  partnerships  and  the  development  of 
leadership. 


Sincerely, 


Charon  Asetoyer 
Executive  Director 
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Background 


On  May  24  -25, 1993,  twenty-eight  representatives  from  Lakota,  Dakota, 
Omaha  and  other  nations  who  live  in  the  four  states  of  North  Dakota,  South 
Dakota,  Nebraska  and  Iowa  convened  for  the  first  of  a  series  of  Roundtables  to 
address  unmet  health  needs  within  their  communities. 

The  Dakota  Roundtable  is  part  of  The  Native  American  Women’s 
Leadership  Development  Program  initiated  by  the  The  Native  American 
Women’s  Health  Education  Resource  Center  (NAWHERC)  in  Lake  Andes, 
South  Dakota.  The  Native  American  Women’s  Health  Education  Resource 
Center  is  a  self-help  and  empowerment  program  that  deals  with  health  issues 
pertinent  to  women  and  families.  Additionally,  NAWHERC  seeks  to  advocate  for 
Native  American  women  in  the  public  policy  arena,  both  nationally  and  interna¬ 
tionally. 

The  Native  Women’s  Reproductive  Rights  Coalition,  a  project  of 
NAWHERC,  held  a  conference  in  January  1993.  The  participants  recommended 
that  they  meet  in  a  forum  to  discuss  and  develop  solutions  to  the  problems  they 
are  faced  with  in  their  communities.  Thus,  initial  preparations  were  made  to 
ensure  that  people  had  a  chance  to  come  together  to  communicate  issues  and 
concerns  as  well  as  collaborate  on  solutions. 

At  the  January  1993  conference,  one  of  the  Healthy  Start  Program 
Coordinators  expressed  the  desire  to  introduce  health  education  programs 
(such  as  traditional  teachings  for  youth,  traditional  teachings  about  reproductive 
health  practices  and  traditional  practices  and  respect  toward  women  and 
families),  into  reservation  communities.  She  stated  that  the  most  important 
places  to  teach  children  are  in  the  home,  in  schools,  and  in  other  informal  settings 
where  children  can  learn  things  that  are  pertinent  to  living.  She  wanted  to  develop 
educational  materials  and  then  give  these  materials  to  the  children  in  schools  and 
in  their  communities. 

Thus,  the  Dakota  Roundtable  was  organized.  All  of  the  Healthy  Start 
Coordinators  were  invited  as  well  as  social  service  workers  from  Indian  Health 
Service  and  the  tribes  from  all  of  the  reservations  in  the  Aberdeen  Area  (Iowa, 
Nebraska,  North  Dakota  and  South  Dakota.) 
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About  The  Facilitators 


Group  One:  Charon  asetoyer,  b.a.,  m.a., 
is  the  executive  director  of  the  Native  American 
Women's  Health  Education  Resource  Center 
(NAWHERC)  on  the  Yankton  Sioux  Reservation 
in  Lake  Andes,  South  Dakota.  NAWHERC  is  the 
first  organization  to  be  located  on  a  reservation 
providing  health  information,  referral  services  and 
a  resource  center  on  education,  economic  devel¬ 
opment  and  land  and  water  rights.  Ms.  Asetoyer 
develops  health  awareness  and  prevention  pro¬ 
grams  on  issues  such  as  AIDS,  domestic  violence 
and  sexual  abuse,  reproductive  rights  and  fetal 
alcohol  syndrome  (FAS).  She  has  written  several 
articles  on  FAS  and  is  now  writing  a  book  on  its 
impact  in  indigenous  populations. 


Group  Two:  Elizabeth  Little  Elk,  csw, 
MSW,  ACSW  is  a  Social  Work  Supervisor  for  the 
Casey  Family  Program,  a  private  organization 
involved  in  long-term  foster  care  for  children  on 
the  Pine  Ridge  Sioux  Reservation  in  Martin,  South 
Dakota.  Ms.  Little  Elk  has  been  with  the  Casey 
Family  Program  nearly  seven  and  a  half  years 
and  previously  served  as  the  Director  of  Child 
Welfare  Services  for  the  Tribe  on  the  Pine  Ridge 
Reservation  for  five  years.  Currently  she  is  devel¬ 
oping  a  curriculum  on  traditional  Lakota  child 
development  and  parenting  skills  for  use  by  the 
Lakota  population. 


Group  Three:  Teresa  Chief  Eagle  is  the 

Health  Educator  of  the  Native  American  Women's 
Health  Education  Resource  Center  on  the  Yank¬ 
ton  Sioux  Reservation  in  Lake  Andes,  South 
Dakota.  Ms.  Chief  Eagle  is  a  member  of  the 
Yankton  Sioux  T ribe.  She  provides  health  educa¬ 
tion  and  awareness  on  issues  of  AIDS,  FAS,  and 
women's  health.  She  has  extensive  training  and 
experience  with  Native  American  adolescents 
dealing  with  chemical  dependency,  sexual  abuse 
and  dual  diagnosis.  Ms.  Chief  Eagle  provides 
support  for  women  concerning  domestic  violence 
and  family  issues.  In  addition,  she  plans  leader¬ 
ship  development  programs  for  NAWHERC  and 
the  Native  American  community. 
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The  Participants 
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Native  American  Women’s  Health 

Education  Resource  Center 

Lake  Andes,  SD 
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Oglala  Sioux  Tribe 
Acting  Director,  Flowering  Tree 
Chadron,  NE 

Brenda  Hill,  MA 
Blackfoot  Tribe 

Coordinator,  South  Dakota  Coalition 
Against  Domestic  Violence  and 
Sexual  Assault 
Agency  Village,  SD 

Antonia  Humphrey,  BS 
Assistant  Director 
Native  American  Women’s  Health 
Education  Resource  Center 
Lake  Andes,  SD 

Bonnie  Jameson,  BS 
Assistant  Program  Director  for 
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and  Control 
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Gloria  Jetty-Lefthand,  LSW 
Crow  Creek  Sioux  Tribe 
Healthy  Start  Coordinator 
St.  Michael,  SD 

Jaqueline  F.  Keeler 
Yankton  Sioux  Tribe/Navajo  Tribe 
Student,  Dartmouth  College 
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Jerome  Kills  Small 
Oglala  Sioux  Tribe 
Student  Counseling  Center  at  the 
University  of  South  Dakota 
Vermillion,  SD 

Sia  Lindstrom,  BA,  MA 
Intern 

Native  American  Women’s  Health 
Education  Resource  Center 
Lake  Andes,  SD 
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Health  and  Human  Services 
Consultant 
Oakland,  CA 
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Sisseton  Wahpeton  Sioux  Tribe 
Healthy  Start  Coordinator 
Sisseton,  SD 

Roxanne  Sand 

Sisseton  Wahpeton  Sioux  Tribe 
Director,  Women’s  Circle 
Sisseton,  SD 


Deborah  Scholten,  RRT 
Winnebago  Tribe  of  Nebraska 
Healthy  Start  Coordinator 
Winnebago,  NE 

Sharon  Vogel 

Cheyenne  River  Sioux  Tribe 
Administrative  Officer 
Aberdeen  Area  Tribal  Chairmen’s 
Health  Board 
Aberdeen,  SD 

Teresa  Voice 
Crow  Creek  Sioux  Tribe 
Healthy  Start  Assistant 
Ft.  Thompson,  SD 

Bernie  Wain 
Rosebud  Sioux  Tribe 
Director,  Kiyuskapi  Oyanke 
Treatment  Center 
St.  Francis,  SD 

Wanda  Wells 
Flandreau  Tribe 

FSST  Healthy  Start  Coordinator 
Flandreau,  SD 

Clark  Zephier 
Crow  Creek  Tribe 
Psychology  Technician 
Indian  Health  Sen/ice 
Ft.  Thompson,  SD 
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Desired  Outcomes  Of  The  Roundtable 


There  are  several  purposes  for 
holding  the  Roundtable.  Due 
to  the  multiplicity  of  services 
and  some  basic  commonality 
of  issues  facing  Native  American  popu¬ 
lations  in  the  Aberdeen  Area,  it  is  im¬ 
portant  to  develop  a  framework  for  how 
to  form  partnerships  by  coming  together 
and  having  input  into  the  problems 
which  need  to  be  addressed  and  to 
define  solutions.  In  conceptualizing 
the  Roundtable,  the  staff  of  NAWHERC 
wanted  to  provide  a  setting  whereby 
community  members  could  voice  their 
thoughts  and  speak  out  for  themselves 
and  on  behalf  of  their  communities. 
The  feeling  was  that  Native  Americans 
need  to  break  the  conspiracy  of  silence 
and  develop  alternatives  to  social  con¬ 
trol  models. 

Another  purpose  of  the 
Roundtable  is  to  incorporate  the  knowl¬ 
edge  and  experiences  of  members  of 
communities,  and  to  acknowledge  that 
all  community  members  are  experts 
through  their  life  experiences  as  par¬ 
ents,  spouses  and  leaders.  As  experts 
in  their  respective  communities,  it  is 
crucial  for  individuals  to  share  experi¬ 
ences  with  each  other  in  addressing 
issues  and  finding  solutions.  As  mem¬ 
bers  and  human  service  workers  in 
their  communities,  most  individuals 
have  not  had  previous  opportunities  to 
speak  out  on  health  issues.  This  Da¬ 
kota  Roundtable  was  envisioned  as  a 
setting  where  the  work  would  not  be 
done  for  the  communities,  but  rather 
the  words,  concepts  and  impetus  for 
action  would  be  generated  collectively 
and  equally  by  members  of  the  com¬ 
munities. 

Given  the  assumption  that  all 
community  members  are  experts  with 


the  necessary  information  and  solu¬ 
tions,  the  Dakota  Roundtable  created 
a  forum  for  identifying  and  prioritizing 
health  needs  and  issues.  The  concept 
of  health  was  discussed  in  a  very  broad 
sense,  including  not  only  practices  such 
as  giving  immunizations  or  delivering 
medical  and  mental  health  services, 
but  also  including  quality  of  life  issues 
such  as  environmental  conditions  and 
homelife.  Community  problems  such 
as  domestic  violence,  youth  suicide, 
nursing  mothers,  housing  needs  and 
inadequate  sewage  disposal  were  also 
addressed. 

The  second  task  of  the 
Roundtable  is  to  make  pertinent  rec¬ 
ommendations  for  programs  and  cur¬ 
riculum  development.  The  planners  of 
The  Dakota  Roundtable  believe  that 
curriculums  should  include  traditional 
and  spiritual  teachings  and  should  be 
used  in  schools  and  by  other  providers 
of  health  services,  education,  and  so¬ 
cial  services.  Broadly,  a  curriculum 
can  be  provided  by  many  arenas,  such 
as  in  federal,  state,  and  community 
agencies,  and  in  informal  and  tradi¬ 
tional  settings.  However,  traditional 
and  spiritual  teachings  must  be  inte¬ 
grated  into  federal,  state  and  commu¬ 
nity  agency  programs.  The  recom¬ 
mendations  for  programs  and  curricu¬ 
lum  would  be  distributed  in  collabora¬ 
tion  with  the  Indian  Health  Service  and 
community  based  organizations 
through  presentations,  forums,  com¬ 
munity  meetings  and  training  sessions. 

Where  it  is  appropriate,  it  is 
hoped  that  the  communities  will  act  as 
a  cohesive  group  regarding  mutually 
challenging  issues  that  affect  Native 
American  communities  in  the  Aber¬ 
deen  area. 
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In  Summary, 


the  desired  outcomes  of  the  Dakota  Roundtable  were: 

*  to  Identify  issues; 

*  to  develop  recommendations  for  the  issues; 

*  to  move  forward  these  issues  into  the  policy  arena; 

*  to  encourage  participant  involvement  in  problem  solving; 

*  to  develop  partnerships; 

*  to  share  ideas  with  each  other; 

*  to  spark  creativity  in  problem  solving; 

*  to  develop  community  leadership; 

*  to  inspire  community  activism. 


11 


The  Roundtable  Process  And  Beyond 


To  facilitate  the  sharing  of  ideas 
amongst  the  participants,  three 
smaller  groups  were  formed 
to  address  children’s  issues 
within  three  defined  age  groups:  1 )  birth 
through  five  years  old,  2)  six  through 
twelve  years  old  and  3)  thirteen  through 
twenty-one  years  old.  One  facilitator 
was  assigned  to  a  group  which  stayed 
together  for  two  breakout  sessions. 
The  participants  were  asked  in  the  first 
breakout  session  to  discuss  issues  and 
problems;  in  the  second  breakout  ses¬ 
sion  the  focus  was  on  problem  solving 
and  generating  solutions.  Two  large 
group  meetings  were  held  after  each 
breakout  session  so  that  each  group 
could  report  the  results  of  their  discus¬ 
sions  to  all  of  the  participants  . 

Prior  to  the  Roundtable  meet¬ 
ings,  the  facilitators  and  planners  met 
for  a  training  session  on  the  logistics  of 
the  Roundtable  as  well  as  principles  of 
how  to  lead  the  small  groups.  Addition¬ 
ally,  during  the  two  day  Roundtable  the 
facilitators  met  together  at  mealtimes 
to  review  their  groups’  processes,  to 
share  insights,  and  to  problem-solve 
as  necessary.  The  facilitators’  meal¬ 
time  sessions  also  became  a  forum  for 
mutual  support . 

Each  small  group  was  led  by  a 
facilitator  who  was  charged  with  pro¬ 
viding  direction,  support  and  encour¬ 
agement  to  the  group’s  participants  for 
sharing  ideas  and  formulating  solu¬ 
tions. 


In  order  that  women  continue 
after  the  Roundtable  discussions  to 
share  experiences,  issues  and  solu¬ 
tions  to  identify  and  prioritize  their  health 
issues,  it  was  important  to  document 
the  Roundtable  proceedings  in  a  re¬ 
port.  The  report  was  conceived  as  a 
detailed  summary  of  what  was  said  at 
the  Roundtable.  The  comments, 
phrases  and  perspectives  of  the  par¬ 
ticipants  have  been  preserved  in  this 
report. 

The  manner  in  which  each  of 
the  facilitators  led  their  group’s  discus¬ 
sion  is  reflected  in  the  way  the  following 
sections  are  summarized.  Rather  than 
directing  each  facilitator  to  address  a 
preconceptualized  set  of  issues,  they 
had  the  freedom  to  creatively  work  with 
their  groups.  Thus,  whereas  one  group 
presented  community  problems  within 
a  framework  of  what  its  needs  are, 
another  group  utilized  a  traditional  per¬ 
spective  on  how  children  should  be 
treated  and  cared  for. 

After  the  first  draft  compilation 
of  the  report,  all  participants  were  mailed 
a  copy  and  asked  to  provide  input  prior 
to  its  general  dissemination.  The  par¬ 
ticipant  responses  were  received  and 
the  final  report  is  being  disseminated  to 
the  participating  tribes,  leadership  bod¬ 
ies  such  as  tribal  councils,  tribal  health 
boards,  community  based  organiza¬ 
tions,  members  of  the  U.S.  Congress, 
and  other  interested  parties. 
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The  Dakota  Roundtable  Proceedings 


The  following  text  contains  the  participants'  statements.  However,  this  report 
has  avoided  the  use  of  “ dysfunctional  families"  because  that  term  implies  that  the 
blame  rests  within  the  family  members.  Instead,  the  term,  * highly  stressed  families ” 
has  been  used  to  clarify  that  generations  of  Native  American  families  have  lived 
under  severe  oppression  within  dysfunctional  social  systems. 


Group  One  =(.: 


DEALT  WITH  THE  CONCERNS  AND 
ISSUES  OF  CHILDREN  AGES  BIRTH 
THROUGH  FIVE  YEARS  OLD. 


How  can  you  tell  a  mom  that  you've 
got  to  wash  your  hands  every  time 
you  change  a  baby's  diaper  and 
every  time  before  you  fix  a  meal 
when  they've  got  to  run  and  fetch  the 
water  from  the  creek... People  don't 
even  have  the  common  things  we 
take  for  granted,  such  as  running 
water  and  sewers. 

-Participant,  Group  one 


•  transportation  problems  to  get 
prenatal  care  and  for  labor  and 
delivery  are  common 

•  women  need  early  prenatal  care  but 
access  to  clinic  or  hospital  services 
may  be  far  away  from  their  homes 

•  at  special  risk  are  pregnant  women 
who  live  off  the  reservation  who  may 
have  no  health  care  at  all  or  who 
have  to  go  all  the  way  to  the  IHS  on 
the  nearest  reservation  for  any 
services,  including  emergency  care 
(if  the  IHS  or  contract  hospitals  will 
give  the  pregnant  woman  services  as 
a  non-resident  of  that  reservation) 


Concerns  and  Issues 

1 )  Access  to  Health  Care  and 
Other  Resources 

•  reduce  infant  and  early  childhood 
mortality  by  ensuring  the  health  of 
pregnant  women 

•  prenatal  health  is  essential  but 
health  care  cannot  be  compartmen¬ 
talized;  programs  need  to  look  at  the 
entire  family  unit 

•  more  preventive  types  of  programs 
are  needed 

•  return  services  to  service  units;  off- 
reservation  student  coverage  is 
needed;  contract  health  care;  univer¬ 
sal  care  within  Indian  Health  Service 
(IHS)  system  and  within  Tribal  sys¬ 
tems 


•  distance  to  care  is  an  issue;  client 
who  is  married  to  a  Tribal  member 
and  who  is  enrolled  elsewhere  often 
has  trouble  obtaining  care  or  pro¬ 
gram  services;  there  is  a  problem  for 
those  living  on  reservations  who  are 
not  enrolled  in  that  particular  tribe, 
even  if  their  children  are;  the  health 
of  the  children  is  often  dependent  on 
the  health  of  their  parents 

•  there  are  differing  statements  from 
IHS  and  the  Tribe  on  who  will  be 
covered  for  prenatal  care 

•  Native  Americans  who  are  not 
tribal  members  but  are  living  on 
reservations  are  not  eligible  for  IHS 
services;  there  is  a  need  to  get  the 
Tribal  Council  to  see  the  effects  on 
the  health  and  well-being  of  families 
so  that  they  will  include  every  mem¬ 
ber  of  the  family  unit 
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•  having  too  few  resources  impacts 
on  the  success  or  failure  of  programs 

•  there  are  many  community  groups 
working  in  partnership  with  Women 
Infants  Children  (WIC),  IHS,  Tribe, 
State,  Healthy  Start 

•  everyone  is  forced  to  prioritize 
health  needs  because  resources  are 
limited;  this  contributes  to  the  high 
infant  mortality  rate;  diabetes,  alco¬ 
holism,  cancer,  parenting  skills,  lack 
of  transportation,  child  care  are  all 
issues  competing  for  limited  re¬ 
sources 

•  many  people  are  falling  through  the 
cracks  of  existing  services;  too  few 
resources  exist  to  effectively  combat 
problems;  we  need  to  go  after 
supplemental  resources,  and  this  is 
often  happening  at  the  local  level 

•  holistic  approach  within  a  commu¬ 
nity  is  necessary  involving  IHS; 
community-based  organizations  need 
to  establish  partnerships  to  include 
themselves  in  the  process  of  needs 
assessment  and  service  provision 

•  need  to  improve  contract  health 
care  services 

•  lobbying  is  taking  place  outside  our 
communities  for  contract  health 
dollars;  this  has  a  great  impact  on 
our  communities;  some  services 
could  come  back  into  our  communi¬ 
ties,  such  as  deliveries  and  midwifery 

•  more  well-baby  clinics  are  needed, 
as  well  as  more  health  care  provid¬ 
ers,  including  pediatricians;  more 
accessible  hours  for  working  mothers 
are  necessary 

•  high  rates  of  STDs  and  their  impact 
on  pregnant  women  and  children  are 
an  issue;  not  all  communities  provide 
adequate  prevention  efforts 


In  working  with  white  people  in  the 
years  that  I've  been  working,  I  think 
they  get  the  feeling  that  we  as  Indian 
people  don't  know  a  whole  lot.  What 
I've  seen  is  that  we're  a  bunch  of 
knowledgeable  women  and  I'm  really 
proud...  When  I  go  back  l  will  tell  them 
that.  We  don't  have  enough  Indian 
people  in  those  agencies  to  repre¬ 
sent  us,  so  they  stereotype  us. 

-  Eleanor  Baxter 

Healthy  Start  Outreach  Worker 


•  most  reservation  communities  do 
not  have  crisis  shelters  with  specific 
services  for  pregnant  women 

•  outreach  coordinators  often  have 
difficulty  reaching  pregnant  mothers 
for  their  prenatal  appointments 

•  there  are  high  rates  of  communi¬ 
cable  disease  in  our  communities 
that  require  maintainance  of  our  good 
immunization  programs 

•  children  from  birth  through  kinder¬ 
garten  are  highly  susceptible  to 
communicable  diseases 

•  good  hygiene  is  a  problem,  particu¬ 
larly  for  diseases  like  salmonella, 
shigella,  tuberculosis  and  hepatitis 

•  lack  of  running  water  and  inad¬ 
equate  sewer  systems  contribute  to 
the  spread  of  communicable  dis¬ 
eases 

•  there  is  a  current  lack  of  culturally 
sensitive  materials  regarding  these 
diseases 

•  diseases  affect  different  cultures 
differently,  and  there  is  lack  of  speci¬ 
ficity  in  programs  and  services  at  the 
grassroots  level 
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2)  Substance  Abuse  and  its 
Effects 

•  Fetal  Alcohol  Syndrome  (FAS)  / 
Fetal  Alcohol  Effect  (FAE):  preven¬ 
tion  programs  and  services  need  to 
be  developed  for  families  with  chil¬ 
dren  diagnosed  with  FAS  or  FAE 

•  need  to  develop  educational  cur¬ 
riculum  for  schools  and  for  parents  to 
assist  them  with  managing  their 
children  with  FAS  or  FAE 

•  there  is  a  need  for  more  treatment 
centers  that  will  accept  and  provide 
services  through  term  for  pregnant 
women  and  their  children  (so  women 
don’t  have  to  turn  their  children  over 
to  Social  Services  for  foster  care) 

•  women  should  be  allowed  to  main¬ 
tain  their  AFDC  benefits  while  they 
are  in  treatment 

•  pregnant  women  who  are  alcohol 
dependent  often  lack  appropriate 
treatment  centers  that  will  treat  them 
and  provide  services  for  their  children 
as  well 

•  treatment  centers  will  only  keep  a 
pregnant  woman  for  up  to  her  sev¬ 
enth  month  and  thus  there  is  a  need 
for  more  treatment  centers  that  will 
accept  women  and  provide  services 
through  term 

•  additional  housing  needs  to  be  built 
with  priority  given  to  pregnant  women 

•  the  practice  of  incarcerating  women 
who  are  pregnant  within  tribal  judicial 
and  law  enforcement  facilities  (jails) 
to  prevent  FAS/FAE  needs  to  be 
examined 

•  issues  concerning  pregnant  women 
who  are  incarcerated  for  substance 
abuse:  Tribal  Councils  must  approve 
incarceration  policy  on  their  reserva¬ 


tions;  women  who  are  incarcerated 
for  substance  abuse  are  kept  in 
these  jails  and  no  treatment  is  pro¬ 
vided  for  them  as  they  go  through 
withdrawal 

•  for  drinking  mothers,  jail  is  not  an 
appropriate  facility  because  of  no 
prenatal  care,  lack  of  appropriate 
medical  personnel,  lack  of  proper 
nutrition  and  exercise 

•  leading  causes  of  infant  mortality  in 
the  Aberdeen  area  is  Sudden  Infant 
Death  Syndrome  (SIDS)  and  acci¬ 
dents  (ages  1  -1 4) 

•  pregnant  women  who  smoke  may 
have  newborns  who  develop  asthma 
or  other  complications  such  as  SIDS 

•  need  to  emphasize  bonding  and 
nurturing  of  our  children;  address 
child  development,  violence  in  the 
home 

3)  Parenting  Skills 

•  get  fathers  more  involved  early  in 
parenting  and  then  they’ll  be  more 
involved  later  on  too 

•  teen  mothers  want  to  continue  and 
finish  their  schooling  but  are  unable 
to  do  so  because  babysitting  is 
unavailable 

•  need  to  promote  breast-feeding 
amongst  new  mothers 

•  build  our  extended  family  system 

•  have  lay  helpers  and  elders  assist 
in  the  home,  rather  than  as  enforcers 
(social  workers)  as  is  often  done 
now 

•  positive  male  and  female  role 
models  on  the  reservations  are 
necessary  in  the  development  of 
good  parenting  skills 
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...our  backs  are  up  against  a  wall, 
thinking  Norplant  is  going  to  fix 
things.  [Norplant]  was  really  de¬ 
signed  for  population  control.  Why  is 
it  that  we  are  in  a  situation  that  we're 
looking  at  [Norplant]  as  an  answer... 

I  think  that  really  tells  us  that  there's 
something  missing  in  our  society  or 
in  our  culture  that  we  once  had... [I ike] 
traditional  concepts  of  family  plan¬ 
ning  and  child  spacing.  Why  aren't 
we  honoring  and  respecting  and  still 
practicing... our  family  planning  and 
our  Becoming  a  Woman  Ceremony? 
Somehow  they've  gotten  lost  in  the 
shuffle. 

-Charon  Asetoyer 

NATIVE  AMERICAN  WOMEN'S  HEALTH 
EDUCATION  RESOURCE  CENTER 


4)  Teen  Pregnancy  and 
Family  Planning 

•  there  is  a  need  for  more  mental 
health  counselors  on  reservations  to 
help  teen  mothers 

•  why  did  these  women  get  pregnant 
in  the  first  place?  there  is  a  need  for 
community  education  to  address  this 
problem  and  to  include  traditional 
family  planning  practices 

•  services  should  help  not  only 
mothers  and  their  children,  but  also 
the  entire  family  unit 

•  there  is  a  need  for  a  more  holistic 
approach;  rather  than  blaming 
women  there  should  be  an  emphasis 
on  male  accountability  and  male 
responsibilities  in  family  planning 

•  there  is  a  need  for  more  Native 
American  mental  health  counselors, 
social  workers,  teachers  and  other 
health  care  providers  to  support 
these  concepts 


•  problems  related  to  family  planning; 
issue  of  Norplant  as  hormonal  ma¬ 
nipulation;  we  need  to  look  to  tradi¬ 
tional  alternatives  that  we  have 
forgotten 

•  Norplant  relieves  the  men  of  their 
reproductive  responsibilities 

•  Tribal  codes  are  lacking  in  address¬ 
ing  male  accountability  and  paternity 

•  we  need  to  direct  materials  to  the 
men  as  well;  it’s  unfair  to  direct  all 
responsibility  to  the  women 

•  young  women  feel  they  have  few 
options,  such  as  raising  children, 
instead  of  going  to  college  or  having 
a  career 

•  outreach  to  pregnant  teens  for  early 
prenatal  care  is  currently  inadequate 

•  pregnant  teens  come  from  highly 
stressed  family  situations 

•  there  is  a  lack  of  pregnancy,  family, 
and  sexuality  education 

•  Tribal  governments  do  not  partici¬ 
pate  in  identifying  and  addressing 
solutions  to  teen  pregnancy 

•  teen  mothers  may  develop  diabetes 
during  pregnancy 

•  there  is  a  high  incidence  of  sub¬ 
stance  abuse  among  pregnant  teens 

•  teenage  males  often  do  not  partici¬ 
pate  in  paternal  responsibilities;  male 
teen  suicides  may  concur  with  getting 
their  girlfriend  pregnant 

•  teen  mothers  and  fathers  have 
inadequate  parenting  skills 

•  many  children  of  teen  parents  need 
mental  health  services 
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5)  Violence 

•  abuse,  such  as  domestic,  sexual, 
incest,  family  violence  must  be 
addressed 

•  address  the  effects  of  overcrowded 
housing  on  children;  when  over¬ 
crowding  exists,  incest,  sexual 
abuse,  drinking,  domestic  violence, 
etc.  may  occur 

•  many  women  and  children  cannot 
leave  overcrowded  housing  situa¬ 
tions  because  they  have  nowhere 
else  to  go 

•  these  questions  should  be  ad¬ 
dressed:  what  causes  overcrowding? 
What  perpetuates  this  situation? 

•  many  women  feel  powerless  to 
change  their  situation  and  are  unable 
to  break  the  cycle  of  violence  by 
themselves 

•  there  is  a  need  for  families  to  heal 
and  deal  with  their  internalized 
oppression 

•  two-thirds  of  the  people  who  come 
into  domestic  violence  shelters  are 
children;  we  are  seeing  women 
breaking  away  from  abusive  situa¬ 
tions  because  they  have  the  support 
systems  now  to  do  so  in  some  of  the 
reservations  where  services  exist 

•  there  is  a  deterioration  of  our 
extended  families 

•  there  is  a  need  to  improve  parenting 
skills  as  a  means  to  combat  child 
abuse 


Group  One 

RECOMMENDATIONS  FOR 
PROGRAM  AND  CURRICULUM 
DEVELOPMENT 


I  think  what's  important  when.. .talking 
about  sexually  transmitted  diseases 
is  being  comfortable  with  the  topic. 

So  much  of  the  time  we've  expected 
teachers  in  schools  to  do  AIDS 
education.  They're  uncomfortable  - 
they  can't  even  say  the  word 
condom. 

-Participant,  Group  one 

m 

1)  Substance  abuse;  FAS,  FAE; 
need  for  more  treatment 
centers 

•  Partnerships  between  Native 
American  communities  and  schools 
should  occur.  The  curriculum  to  be 
developed  in  schools  on  the  conse¬ 
quences  of  drug  and  alcohol  abuse 
should  be  culturally  specific,  reinforce 
traditional  values,  and  promote 
healthier  lifestyles. 

•  The  community  leaders,  such  as 
spiritual  and  traditional  leaders,  tribal 
officials  and  community  activists 
should  be  positive  role  models  who 
are  held  accountable  for  their  con¬ 
duct.  These  leaders  should  “walk 
their  talk.” 

•  Decisions  made  by  community 
leaders  need  to  be  based  on  how 
they  affect  the  next  seven  genera¬ 
tions,  including  the  impact  on  the 
environment  (toxic  waste),  language, 
cultural  education,  resource  manage¬ 
ment  and  development. 

•  Communities  should  examine 
policies  and  practices  of  tribal  gov¬ 
ernments  and  work  to  strengthen 
them. 
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•  Programs  should  be  developed  that 
promote  mandatory  assessment  of 
medical  needs  for  chemically  depen¬ 
dent  women  upon  contact  with  any 
official  agency  -  provide  prenatal, 
detox,  medical  services,  and  treat¬ 
ment. 

•  Programs  should  be  developed 
promoting  treatment  services  for 
women  and  their  children,  including 
prenatal  services. 

2)  Reduce  infant  /  early 
childhood  mortality 

•  Develop  programs  for  lay  midwifery 
and  medical  mid-wives. 

•  Return  deliveries  to  communities 
and  outreach  to  mothers  about 
prenatal  care. 

•  Develop  programs  for  natural 
birthing  preparation. 

•  Do  community  education  campaign 
on  what  issues  are  linked  to  SIDS 
(smoking,  violence/trauma,  infant 
sleeping  position,  teen  pregnancy, 
race,  etc.) 

•  Bring  task  force  together  of  agen¬ 
cies  that  provide  meals  to  address 
nutritional  value  of  meals  provided  to 
children,  and  the  impact  they  have  on 
diabetes. 

•  Promote  community  garden  plots. 

•  Examine  the  impact  that  commodity 
food  products  have  on  our  health. 

•  Develop  programs  that  would  bring 
awareness  of  the  effects  that  these 
identified  issues  have  on  pregnant 
women  and  families. 


•  Develop  injury  control  campaigns  to 
raise  awareness  level  -  accidents  are 
the  leading  cause  of  deaths  for 
children  ages  1-14. 

•  Amend  law  and  order  codes  to 
provide  for  child  safety  laws. 

•  Develop  household  safety  programs 
-  reducing  smoking  would  assist  in 
fire  prevention  -  campaign  to  clean 
up  yards  and  reduce  waste  -  develop 
task  force  on  the  reservations  to 
enforce  environmental  policies. 

•  Develop  culturally  sensitive/specific 
sex  education  materials. 

•  To  assist  single  mothers,  develop  a 
community-based  male  support 
program  to  educate  their  sons  on 
sexuality  and  male  responsibilities. 

•  Develop  more  parent/child  centers. 

•  Promote  breast-feeding,  specifically 
in  IHS  hospitals  and  community 
support  programs. 

•  Identify  culturally-specific  parenting 
curricula  and  identify  community 
leaders  to  serve  as  trainers. 

•  Develop  programs  that  bring  health 
care  to  communities. 

•  Promote  concept  of  “one-stop¬ 
shopping”  health  care. 

•  Provide  community-based  health 
screening. 

•  Pursue  recruitment  and  retention  of 
pediatricians  at  IHS  facilities. 
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3)  Violence /Abuse /Mental 
Health 

•  Develop  programs  that  will  bring  all 
agencies  together  to  acknowledge 
existence  of  violence/abuse  (incest, 
violence,  sex  abuse,  etc.)  and  de¬ 
velop  strategies  to  reduce  and 
prevent  abuse  in  all  forms. 

•  Encourage  development  of  a 
community  response  to  mental  health 
services  that  are  culturally  specific. 

•  Create  programs  for  additional/ 
alternative  housing  to  address  over¬ 
crowded  conditions. 

•  Provide  support  services  to  our 
families  residing  in  multi-family 
groups 

•  Develop  community-based  organi¬ 
zations  to  provide  mental  health 
services  to  survivors  of  sexual  as¬ 
sault,  incest,  family  violence  that 
include  traditional  teachings. 

4)  Resources 

•  Open  up  federal  funds  to  all  players 
in  the  community. 

•  Develop  partnerships  between 
community  based  organizations, 
Tribal  governments,  Bureau  of  Indian 
Affairs  (BIA) ,  state  government,  IHS 
and  other  agencies. 


•  Increase  funding  base  to  the  com¬ 
munities  by  bringing  in  foundation 
resources  (money,  technical  assis¬ 
tance.) 

•  Simplify  the  federal  and  state  grant 
application  process. 

5)  Support  for  Teens 

•  Develop  programs  to  reach  preg¬ 
nant  teen  mothers  for  their  early 
prenatal  care 

•  Establish  programs  that  would 
assist  teens  in  coping  with  difficult  or 
highly-stressed  family  environments. 

•  Develop  culturally  appropriate 
programs  or  approaches  in  sex  and 
reproductive  education. 

•  Establish  programs  to  assist  teen 
mothers  to  complete  a  college  edu¬ 
cation  (child  care,  supervised  living 
environments,  scholarships, 
parenting  skills.) 

•  Develop  programs  that  will  assist 
teen  fathers  in  paternity  skills  and 
responsibility. 

•  Make  available  the  mental  health 
services  for  teen  parents  and  their 
children  in  order  to  prevent  possible 
suicide  attempts  in  this  population. 
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Group  Two  -C: 


DEALT  WITH  THE  CONCERNS  AND 
ISSUES  OF  CHILDREN  AGES  SIX 
THROUGH  TWELVE. 


This  group  identified  issues  and  con¬ 
cerns  of  children  between  ages  6-8  years 
old  and  then  for  children  ages  9-12  years 
old.  They  conceptualized  children’s  needs 
with  WHOLENESS  in  mind,  looking  at 
physical,  emotional,  spiritual,  and  mental 
development  in  the  traditional  teachings. 
This  group’s  approach  did  not  specify  “prob¬ 
lems”  of  children  within  these  age  groups, 
but  used  a  developmental  model  to  deter¬ 
mine  what  children  require  to  be  healthy 
young  persons. 


•  the  Lakota  believe  that  children  are 
still  susceptible  to  spirits  and  need 
supervision  and  ritualistic  cleansing 

•  these  children  have  to  learn  self 
control  and  delay  of  gratification,  and 
form  a  group  identity 

•  children  begin  to  name  and  know 
kinship  terms  and  responsibilities 
within  their  kinship  group 

•  they  need  to  be  taught  values  and 
beliefs;  there  is  character  formation 
during  this  age  group;  they  enter  into 
rituals,  ceremonies  and  learning 


It's  usually  the  oldest  girl  in  the  family 
who  takes  on  and  raises  the  small 
children. . .  When  they  become  moth¬ 
ers,  they're  tired.  They're  tired  of 
taking  care  of  the  kids,  so  we  [have] 
abandonment  problems  among  our 
young  mothers. 

-Participant,  Group  two 

m 

Concerns  and  Issues 

Six  Through  Eight  Years  Old 


Nine  Through  Twelve  Years  Old 

•  there  is  an  emphasis  on  roles  and 
responsibilities;  how  a  person  does 
things  and  why 

•  setting  boundaries  for  gender  and 
age  must  take  place 

•  they  should  receive  information/ 
education  about  bodily  changes  as 
well  as  how  to  accept  changes 


•  basic  hygiene  and  basic  needs  are 
taken  care  of;  ie,  spiritual,  psycho¬ 
logical  needs  by  caring,  loving, 
nurturing,  caretaking 

•  appropriate  indigenous  spiritual, 
physical,  mental  and  emotional 
development 

•  the  Lakota  believe  that  when  a 
child  has  made  the  decision  to  stay 
on  this  earth  then  there  is  the  loss  of 
baby  teeth  and  closing  of  frontal  lobe 

•  children  in  this  age  group  need 
appropriate  play  with  supervision; 
when  children  play  with  non- Native 
children,  it  is  important  to  give  infor¬ 
mation  about  racism  and  how  to  deal 
with  it;  teach  them  tolerance  and 
acceptance  of  differences 


•  children  this  age  need  to  learn  what 
is  appropriate 

•  there  are  significant  physical  and 
emotional  changes  in  this  pre-pu¬ 
berty  period 


Issues  of  Highly  Stressed 
Families  and  Society 

•  separation/attachment  bonding 
issues 

•  lack  of  parenting  skills 

•  boarding  school,  inter- 
generational  historical  grief 

•  post  traumatic  stress  (PTS), 
abandonment  and  abuse 

•  lack  of  expressing  feelings 

•  lack  of  self-control 


It's  important  to  examine  the  whole 
system  we're  functioning  in  -  forced 
to  function  in  -  and  realize  that  the 
system  doesn't  allow  room  for  and 
doesn't  acknowledge  the  differences 
in  the  basic  philosophies,  beliefs  and 
values  that  we  hold  as  Indian  people. 
We  need  to  become  active  partici¬ 
pants  in  the  process.  We  need  to 
have  community  ownership  of  prob¬ 
lems.  It's  important  that  as  we  move 
forward  we  get  out  of  a  mode  of 
thinking  that  says  we're  against  each 
other  and  instead  support  each  other. 
-Wanda  Wells 

Healthy  Start  Coordinator 


Major  Issues  To  Address 


1)  Violence  in  the  home  and  com¬ 
munity:  domestic,  physical,  sexual, 
emotional,  dating  violence;  sexual 
harassment;  child  abuse  (incest, 
emotional  neglect,  suicide) 

2)  Physical  Health  Basics 

immunization 

physicals 

ear  infections  (otitis  media) 
nutrition 

exercise  and  activity 
fetal  alcohol  effect/  FAS 
basic  hygiene  and  health 

3)  Child  Care/  Parenting  Issues 

information  at  puberty 
lack  of  legal  information 
single  parents 
reinforcing  caretaking 
lack  of  information  about  child  devel¬ 
opment 

separation/attachment  bonding 
issues 

generational  mistrust 
boarding  schools,  bonding,  non¬ 
nurturing 

foster  parenting/  passing  children 
from  foster  family  to  other  foster 
family 


foster  training  not  relevant  to  Indian 
people 

alcoholism/huffing  drugs/smoking 
suicide 

lack  of  joint  resources  (state,  tribe, 
IHS,  other) 

lack  of  expressing  feelings/etc. 
about  issues,  violence  in  homes 
conflict  with  how  things  should 
be  and  how  they  are 
self  -  esteem 

identifying  what  should  be  normal  for 
Indian  families 

sexuality  issues  (female  and  male 
roles) 

don’t  understand  or  know  intimacy 
socialization  (coping  skills,  etc) 
copying  behavior  from  TV 
family  planning 
incest 

protecting  the  family 
"latchkey"  kids 
lack  of  affordable  childcare 
promotion  of  positive 
opportunities  for  children 
lack  of  opportunities  in  areas  of 
sports,  arts,  etc 
lack  of  teachers  with  positive 
attitude  towards  Indian  children 

4)  Redefinition  of  health  and  well¬ 
being  for  indigenous  people  by 
indigenous  people  and 
acknowledgement  of  that  definition 
by  IHS  and  other  agencies  is  neces¬ 
sary. 

5)  Colonialism  (colonization  pro¬ 
cess)  of  the  indigenous  people  and 
the  effects  of  that  process  must  be 
understood. 
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Group  Two 

Recommendations  for 
Program  and  Curriculum 
Development 


•  Education  about  racism,  hierar¬ 
chies,  power,  control,  internalized 
oppression,  and  the  tools  of  control 
and  oppression  must  take  place. 

•  With  every  program  that  is  devel¬ 
oped,  there  should  be  an  educational 
component. 

•  Develop  open  and  free  communica¬ 
tion  and  networking  between  identi¬ 
fied  agencies,  programs  and  organi¬ 
zations. 

•  Develop  support  systems  docu¬ 
menting  what  is  going  on  -  the  posi¬ 
tive  things  that  are  happening. 

•  Education  about  territorial  ism  must 
take  place. 

•  We  must  develop  focus  and  direc¬ 
tion  about  priorities  and  how  to 
address  them. 

•  Accountability  and  visioning  by 
people  who  are  trusted  by  the  com¬ 
munity  is  essential. 

•  Rethink  the  “expert"  model  to 
develop  a  more  holistic  approach  to 
services  and  delivery. 

•  Develop  materials  withtraditional 
parenting  information  and  responsi¬ 
bilities. 


Group  Three 


DEALT  WITH  THE  CONCERNS  AND  IS¬ 
SUES  OF  CHILDREN  AGES  THIRTEEN 
THROUGH  TWENTY-ONE. 


The  three  main  concerns  of  this  age 
group  as  determined  by  the  group  are  high 
rates  of  attempted  and  successful  suicides, 
violence,  and  teen  pregnancy.  The  group 
shared  information  about  some  of  the  com¬ 
munity-based  interventions  dealing  with 
suicides  which  are  in  practice  and  they 
came  up  with  recommendations  about  ado¬ 
lescents  coming  together  to  formulate  self- 
help  programs.  ^ 

The  kids  that  get  labeled  as  gifted 
can  never  relax.  They  can  never  do 
anything  for  fun... they  can  never  be 
themselves.  I  think  people  expect 
that  because  they  have  an  intellec¬ 
tual  gift  that  emotionally  and 
spiritually... they're  also  smart  enough 
to  figure  everything  out,  and  who 
they  really  are  gets  ignored. 
-Participant,  Group  three 

■ 

Concerns  and  Issues 


f)  Suicide 

•  partially  the  result  of  global  suffer¬ 
ing,  media,  including  television, 
newspapers,  etc.  violent  music, 
acceptance  of  violence 

•  also  the  result  of  family  pressures, 
high  expectations,  no  communication 
and  lack  of  parental  support,  expec¬ 
tations  of  male  responsibilities 

•  also,  the  result  of  idealizing  those 
who  completed  suicides 

•  disempowering  the  children,  invali¬ 
dations  by  parents,  community, 
schools,  law  enforcement 

•  caused  by  lack  of  recognition  and 
respect  of  cultural  values;  identity 
issues,  passage  of  life  cycle;  ex¬ 
tended  family  systems  and  conflicts 
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•  suicide  can  be  precipitated  by 
incest,  gang  rapes,  sexual  assault 

•  revictimization  by  “helping  agencies” 

•  lack  of  history,  tribal,  cultural  values 

2)  Violence 

•  neglect,  parental  abuse,  incest, 
date  rape,  gang  rapes,  date  batter¬ 
ing,  gangs 

•  parents  fighting  and  arguing,  verbal 
violence,  threats,  silence  violence, 
sibling  violence,  elderly  violence, 
institutional  abuse,  satanism,  ritual 
abuse,  spouse  abuse;  the  accep¬ 
tance  of  violence  as  depicted  through 
Hollywood  in  movies  and  cartoons 

3)  Teen  Pregnancy  and  Health- 
Related  Issues 

•  Age  range  should  be  extended  to 
include  ages  11-21;  sex  education  in 
schools,  if  it  is  there,  emphasizes 
“after-the-fact”  rather  than  prevention 

•  ’’forced  pregnancies  as  a  means  of 
control” 

•  no  access  to  birth  control,  lack  of 
health  education  and  health  care 

•  some  of  these  teen  pregancies 
resulted  from  rapes,  drinking,  males 
perpetuating  a  “male  stud”  image 

•  unhealthy  pregnancies  can  result 
from  poor  health,  sicknesses  such  as 
diabetes,  cancer,  heart  disease 

•  pregnant  teens  face  insensitive 
treatments  by  parents,  community, 
schools,  society  -  they  are  labeled  as 
“bad”  girls 


GROUP  THREE 
DISCUSSION  AND 
RECOMMENDATIONS  FOR 
PROGRAM  AND 
CURRICULUM  DEVELOPMENT 


1)  How  some  communities 
address  suicide  and  violence 

•  In  1985,  the  Crow  Creek  Suicide  Task 
Force  was  established  to  meet  monthly 
and  in  emergencies.  The  resource 
people  include  members  of  the  Indian 
Health  Service  and  Tribal  Council,  a 
Community  Health  Representative, 
high  school  personnel,  law  enforce¬ 
ment,  local  service  agencies,  churches, 
and  spiritual  leaders.  There  is  support 
for  families  through  support  groups, 
evaluation  and  treatment  and  protec¬ 
tive  custody. 

•  In  Cheyenne  River,  school  counse¬ 
lors  addressed  recent  suicides  with 
children  and  youth.  Law  enforcement 
is  called  and  a  Tribal  Health  Represen¬ 
tative  (one  person  is  called  for  emer¬ 
gency  response.)  If  abuse  is  involved, 
the  woman  is  taken  to  the  shelter  and 
referred  for  evaluation  in  Rapid  City  by 
Tribal  Health  Council;  there  was  a  task 
force  and  they  reorganize  only  in  re¬ 
sponse  to  a  current  crisis.  Traditional 
ceremony  is  used  in  related  cases. 

•  In  Macy,  a  battered  woman  may  be 
referred  out  to  the  IHS  Winnebago  by  a 
school  counselor;  there  is  no  task  force 
present.  There  is  lack  of  resources  in 
the  area.  In  Macy  there  are  evalua¬ 
tions  once  a  month  and  the  women  are 
referred  to  outpatient  counseling. 


25 


I  worked  with  girls  and  discovered 
that  their  first  sexual  experience  was 
at  age  eleven...  This  is  real  sexual 
experience  they're  getting  involved 
with,  without  proper  sensitivity  to 
what  they're  doing.  They  do  have 
some  [sex  education]  courses  in 
school,  but  I  really  believe  this  infor¬ 
mation  needs  to  come  from  the 
parents,  and  a  lot  of  our  parents 
aren't  in  a  position  to  share  that 
information. 

-Teresa  Chief  Eagle 
Native  American  Women's  Health 
Education  [Resource  Center 

m 

Where  I  live  there's  the  white  people 
and  there's  the  Indian  people,  and 
we're  separate.  In  the  school  system 
we  only  have  a  white  counselor  who 
does  not  counsel  the  Indian  students. 
When  students  need  help,  they're 
referred  to  IHS  Mental  Health  Ser¬ 
vices.  I  would  like  to  talk  with  tribal 
members  because  they  have  cut  out 
mental  health  services  for  the  kids, 
and  the  kids  need  it  just  as  much  as 
the  adults. 

-  Brenda  Grant 
Healthy  Start  Data  Officer 


2)  Recommendations  regarding 
suicide  prevention 

•  Establish  a  suicide  task  force. 

•  Establish  Youth  Centers  in  each 
community. 

•  Look  at  other  community  models. 

•  Involve  youth  in  all  phases  of 
planning. 

•  Youth  task  force  with  adults,  profes¬ 
sionals  providing  resources  and 
guidance. 


•  There  should  be  a  life  skills  group 
held  once  per  week  that  is  built  into 
school  curriculum. 

•  To  address  teen  identity  issues,  look 
at  cultural/traditional  ways  such  as 
drumming,  singing,  healing  methods, 
ceremonies  specific  to  youth,  naming 
ceremonies,  language,  and  welcom¬ 
ing  home  ceremony. 

3)  Recommendations  to  address 
violence 

•  Provide  male  specific  information 
and  activities  for  boys,  young  men, 
men,  and  elderly  men  regarding 
violence  and  male  roles,  violence, 
and  female  roles  to  address  confu¬ 
sion  around  these  issues. 

•  Have  community  representatives  in 
programs  such  as  battered  women’s 
shelters  and  domestic  violence 
programs. 

•  Go  into  schools,  dormitories  and 
youth  centers  to  teach  non-violence. 

•  Provide  non-violence  training  and 
awareness. 

•  Provide  tribal  history  information. 

•  Establish  community  based  pro¬ 
grams  and  develop  own  community 
resources. 

•  Look  to  cultural/traditional  values 
and  ways. 

4)  Recommendations  regarding 
teen  pregnancies  and  health 

•  Provide  resources  for  a  youth  forum 
so  that  the  teens  would  come  to¬ 
gether  to  discuss  their  issues  and  to 
make  program  recommendations. 


•  Community/parental  awareness 
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Significant  Health  Status  Indicators 
In  Native  American  Populations 


•  In  South  Dakota,  Native  Americans  comprise  6.7%  of  the  overall  population,  yet 
50%  of  all  reported  cases  of  domestic  violence  and  sexual  abuse  are  from  Native 
Americans. 

•  In  1 986,  the  teen  birth  rate  for  1 5  to  1 9  year  olds  was  50.6  per  1 ,000  and  20% 
of  births  to  Native  American  women  were  to  teens. 

•  Women  who  smoke  during  pregnancy  are  more  likely  to  bear  low  birth  weight 
(LBW)  infants  than  are  non-smokers.  The  odds  of  bearing  a  LBW  baby  increases 
26%  for  every  five  cigarettes  smoked  per  day.  A  recent  health  survey  on  the 
Yankton  Sioux  Reservation  in  South  Dakota  found  that  50%  of  women  on  the 
reservation  smoke. 

•  In  1985,  a  total  of  40,030  infants  in  the  U.S.  died  before  age  one.  The  infant 
mortality  rate  is  10.6  deaths  per  1000  live  births.  In  1983,  the  infant  mortality  rate 
for  rural  low-income  counties  was  46.4%  higher  than  for  the  rest  of  the  nation.  On 
reservations  in  South  Dakota  the  infant  mortality  rate  has  been  as  high  as  23.8 
deaths  per  1000  live  births  in  recent  years. 

•  In  1985,  non-motor  vehicle  accidents  accounted  for  40%  of  all  accidental 
deaths  (6,400)  during  childhood.  About  half  of  all  accidental  deaths  in  the  first 
year  of  life  are  among  babies  under  five  months  of  age.  Native  American  and 
Alaska  Native  adolescents  have  twice  the  mortality  rate  compared  with  persons 
of  the  same  age  group  in  all  other  racial  and  ethnic  backgrounds.  Youths,  ages 
15-24,  die  three  times  more  frequently  from  unintentional  injuries  as  other  races 
of  the  same  age  group.  And  deaths  from  motor  vehicle  injuries  is  twice  the  rate 
for  this  population  than  for  all  other  U.S.  races. 

•  Suicide  is  the  second  leading  cause  of  death  for  Native  American  and  Alaska 
Native  adolescents.  The  suicide  rate  for  adolescents  ages  15-19  years  old  is  an 
estimated  26.3  deaths  per  100,000,  over  twice  the  rate  for  the  same  age  group 
of  all  races.  Among  adolescents,  ages  10-14  years  the  suicide  rate  is  approxi¬ 
mately  four  times  higher  than  for  all  US  races. 

•  The  rate  of  alcohol  abuse  among  all  Native  Americans  and  Alaska  Natives  is 
six  times  the  national  rate. 

•  Native  American  and  Alaska  Native  adolescents  report  abusing  various 
substances  such  as  cigarettes,  chewing  tobacco,  beer/wine,  marijuana  and 
inhalants  at  a  younger  age  than  their  white  counterparts:  by  the  seventh  grade, 
28%  report  at  least  one  occasion  of  getting  drunk,  44%  have  tried  marijuana, 
22%  inhalants,  12%  stimulants,  and  72%  cigarettes.  The  highest  rate  of  mortality 
among  youth  related  to  suicide  and  motor  vehicle  crashes  are  associated  with 
substance  abuse. 
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•  1 7%  of  the  adolescents  surveyed  report  physical  and  sexual  abuse  as  a  major 
problem  which  Native  American  and  Alaska  Native  youth  face. 

•  The  nutritional  status  of  Native  American  and  Alaska  Native  youth  presents  a 
growing  concern  due  to  the  high  prevalence  of  adult  onset  diabetes  and 
hypertension  in  the  general  native  population.  A  recent  health  survey  on  the 
Yankton  Sioux  Reservation  in  South  Dakota  found  that  46%  of  respondents 
reported  that  diabetes  was  present  in  their  family  hisotry. 

•  Native  American  and  Alaska  Native  teens  have  five  and  one  half  times  the 
decayed,  missing,  or  filled  teeth  than  all  other  United  States  teens. 

•  The  Aberdeen  area  (North  Dakota  South  Dakota,  Iowa  and  Nebraska)  has  one 
of  the  highest  cancer  mortality  rates:  198.3  per  100,000  compared  to  the  national 
average  of  171  per  100,000,  having  a  significant  impact  on  the  Native  American 
population. 

•  According  to  the  Wagner,  South  Dakota  Indian  Health  Service  the  rate  of 
infection  with  chlamydia,  a  sexually  transmitted  disease,  among  the  Native 
American  population  in  South  Dakota  is  651 .6  per  100,000,  compared  to  a  rate 
of  308.9  per  100,000  for  the  state  population  as  a  whole. 

•  In  South  Dakota  Native  Americans  comprise  6.9%  of  the  population  but  make 
up  9%  of  those  infected  with  the  AIDS  virus. 


28 


The  Native  American  Women’s 

P.O. 


Phone  •  (605) 


